Retaining natural teeth for longer, together with increasing care dependency in the elderly, has the potential to hamper adequate oral self-care and service provision. The aim of this qualitative study was to compare and contrast views from a multistakeholder perspective on the future priorities for oral health care services of older people in the United Kingdom and the Netherlands. A participatory setting partnership was undertaken with 4 key stakeholder groups in the United Kingdom and the Netherlands. A final consensus group considered collective responses. the different groups were recorded, transcribed verbatim, and analyzed thematically. Two main themes derived: "individual well-being" and "underlying principles of service provision." Codes relating to principles of service provision focused on the importance of developing quality criteria, improving access, prevention and screening, awareness raising, education and training, together with multidisciplinary care. In both countries, oral health was seen as an important element of "individual well-being," and a number of "principles of service provision" were suggested. This contrasts with the current lack of evidence-based treatments and quality criteria that are available for dependent older people.
Introduction
By 2050, a quarter of the population in both the United Kingdom and the Netherlands will be defined as "older people" (over 65 years of age). This equates to approximately 11.4 million and 3 million people, respectively. 1, 2 Alongside this change in the number of older people in the population, there have also been a number of changes to older people's oral health. The number of disability-adjusted life years (DALYS) for edentate older people (have no remaining teeth) has fallen by 12.4% between 1990 and 2010. 3 However, those who are dentate (have all or some of their remaining teeth) increasingly present with complex restorations (e.g., crowns, bridges, and dental implants) and high levels of disease. 4 Unlike the edentate, the number of disabilityadjusted life years (DALYS) in this group has increased from 34.5% to 57.3% over the same time period. 3 These factors will create substantive challenges for oral health care service provision in the future, both for those older people in long-term care (LTC) facilities and those cared for at home, who will represent the majority of the population. [5] [6] [7] A growing proportion of older people will be unable to perform oral self-care as they become increasingly care dependent. 8 Cognitive decline, physical impairment, changing diets, and increasing xerostomia due to polypharmacy all increase the risk of dental decay. 9 In the Netherlands, the prevalence of caries in older people varies between 20% and 60% among older people living at home and 60% and 80% in LTC. 10, 11 In 2006, Visschere et al. found that 39% of people in LTC had pain in their mouth and only 20% had seen a dentist within 5 years. Moreover, a third of community dwelling older people reported pain. 12, 13 In the United Kingdom, 61% of residents in Greater Manchester were deemed to require dental care, 66% were unable to perform oral self-care, and 72.8% of LTC residents had tooth decay. 8 Many did not brush their teeth and only attended a dentist when they had a problem. 8 Given this growing dental public health challenge, the importance of preventing dental disease in care dependent older people is increasingly being recognized.
14 In response to this, an evidence-based National Oral Health Care Guideline for Older People in LTC (OGOLI) was introduced in the Netherlands in 2006. The OGOLI consists of 4 elements: an educational element about the causes and effects of bad oral health and methods to improve older people's oral health at an individual, health care worker, and organizational level. 15 OGOLI was one of the first initiatives of its kind. However, the Dutch Health Care Inspectorate visited 29 LTC facilities who had introduced OGOLI in 2014 and found that it had been poorly implemented in all but 2 homes. 16 Reasons for poor implementation were: oral care was not implemented in the quality criteria of the LTC facility, a dentist was often not available when care was needed, caregivers had a lack of knowledge about oral health (care), and patient records were insufficient regarding oral care. Visschere et al. reported similar findings in their study in Belgium. Overall, there was a lack of nurses to assess the oral health needs of residents, and their experiences regarding oral health were poor. 17 In another study conducted in the Netherlands, Everaars et al. 18 found that the level of knowledge about oral health among older people and their caregivers was also poor.
The United Kingdom has no national oral health guideline for older people in LTC facilities. Again, a report conducted by Public Health England (PHE) in the northwest of England found the standard of oral health care to be poor. 19 Over a third (37%) of caregivers did not assess the oral health and hygiene needs of their clients.
Lack of access to suitable, timely, and responsive oral health care services is also a problem. In the Netherlands, service in LTC facilities is provided by public health services and covered by national insurance, while those who dwell in the community are required to pay for additional services over and above their existing private health insurance. As a result, many dependent older people living at home face high treatment costs and experience financial barriers in seeking oral health care. 18 In the United Kingdom, all adults pay a substantive contribution toward the cost of care in the National Health Service (approximately 80% of the full cost): a basic examination, including radiographs and a scale and polish, will cost the patient around e20. In the Netherlands, without oral health insurance, older people can incur costs of around e120 for the same level of treatment.
This emerging oral health care issue provides an opportunity to encourage co-design and co-production methodologies, where all stakeholders are involved and potential service users are stimulated to play a substantive role in the future design of oral health care services. One example of such an approach is priority setting partnerships (PSP), which encourage service users to set priorities and play a key role in the future design of health care services. 20 Previous research in the United Kingdom and the Netherlands established 2 PSPs to explore the perceived problems and priorities for service provision using a range of different stakeholders from both countries. 18, 21 With this methodology, the research teams in both the United Kingdom and the Netherlands were able to record the views and perspectives from the different stakeholders in both countries and better understand the priorities and challenges of improving oral health care service provision. The aim of this paper is to compare and contrast the views from the 2 countries on the future priorities for service provision and to discuss these results in the context of a quality framework for older people in the United Kingdom and the Netherlands.
Materials and Methods
Priority setting partnerships (PSPs) support the process by enabling users to set priorities and incorporating their perspectives in the planning of future oral health care service provision. 22 PSPs are based on a consensus methodology and were developed by the James Lind Alliance in the United Kingdom to help mitigate the asymmetrical relationships that often exist between researchers and service users.
20, 23 They consist of a series of sequential steps to build consensus and help start the co-design and co-creation process by listening to the expressed views of service users. Within the PSPs, the nominal group technique (NGT) was used to understand older people's problems and provide an opportunity to discuss potential solutions. 24 The NGT is a structured approach to achieving a consensus. The research team starts by formulating nominal questions (questions with non-ordered response categories), and then these are presented to the stakeholders in the group. Participants are asked to record their thoughts individually before sharing them with the rest of the group in a "round-robin" format, one at a time. The research team records this process and then leads a group discussion on each idea. Participants are then asked to vote on each idea.
The University of Manchester ethics committee provided ethical approval for the original studies (Project Reference: 13281). The PSP established between Greater Manchester (further referred as "the UK") and the Netherlands used the NGT with 4 distinct groups of stakeholders: (1) users, (2) carers, (3) third sector, and (4) specialists. "Users" were defined as older people who use oral health care services; "carers" consisted of personal caregivers of (frail) older people; "third sector" included representatives of charitable organizations, LTC institutions, and health care insurance companies; and "specialists" were those with clinical (oral health care) knowledge and experience regarding (frail) older people, such as dentists, geriatricians, elderly care physicians, and general practitioners.
As highlighted above, NGT enabled the research team to undertake a structured discussion with all 4 stakeholder groups and allowed a comparison of their different priorities, with each group being given equal weight. 24, 25 The detailed methods for the 2 PSPs are described in Brocklehurst et al. 21 and Everaars et al. 18 During the NGT, a set of 6 initial questions were asked as a prompt, followed by further open discussions: In both countries, each participant received the study information and questions for the NGT in advance and was encouraged to prepare with notes and comments. After individual reflection, a facilitated discussion allowed each participant to express his or her thoughts on each question. After further structured small group discussions, a shared ranking exercise was undertaken. Facilitators from the Netherlands were present at the first and fifth PSP group in the United Kingdom to enable reproducibility of the methodology in the Netherlands. The views of the different groups were recorded verbatim using a digital recorder and transcribed verbatim into text documents.
Transcriptions were written in the mother tongue to ensure context was accounted for. In addition to recording the views of the participants for each question, a coding frame was developed for thematic analysis. 26 This was to ensure that no important information was lost from the transcripts and enabled an inductive and collective view to be developed across the 5 groups in the 2 countries.
For this paper, the codes and themes derived from these previous 2 studies were analyzed. As the PSPs had not been undertaken before in either the United Kingdom or the Netherlands, an inductive approach was considered critical, and the emerging data was privileged and given prominence (in accordance with the co-production paradigm adopted). All the transcripts from both studies were merged and coded, and overarching themes where then developed by organizing them into clusters based on the similarity of their meaning. 26 These were then checked against the raw data to ensure that they formed a coherent narrative and were representative of what the participants were trying to convey. Two researchers (BE from Utrecht and PRB from Greater Manchester) reached consensus about the coding frame. We then interpreted the results of the study in the discussion section using Maxwell's framework, which describes 6 key domains of quality in service provision: be effective, acceptable, efficient, accessible, equitable, and relevant. 27 For this study, these domains were organized into 3 broad themes: (1) relevant, responsive to need, and socially acceptable; (2) accessible and effective; and (3) efficient and equitable. 27 
Results

Overview of Focus Group Participants
An overview of participants in the United Kingdom and the Netherlands is shown in Table 1 . Overall, the views of participants from both countries had many similarities. Codes are supported by quotes from all focus groups. The source of the quotes are referred to as UK/NL (United Kingdom/the Netherlands), focus group (U ¼ users, C ¼ carers, TS ¼ third sector, S ¼ specialists, J ¼ joint focus group), followed by the sentence number. Two main themes were derived from the focus groups in both countries: "individual well-being" and "underlying principles of service provision."
The individual self-perceived needs of the participants were very similar and have been described in detail in our 2 earlier papers. 18, 21 In summary, when talking about the perception of good oral health, participants considered being pain free, maintaining function (preferably with their own teeth), maintaining a balanced diet, and the importance of aesthetics, dignity, and self-respect to be key (Table 2 ). In the Netherlands, more emphasis was placed on the role of (dental) care professionals to promote good oral health. Both countries also stressed the need for more awareness of the association between oral health and general health and how this may contribute to a better understanding of the importance of oral health in older people.
Theme 2: "Underlying Principles of Service Provision" Table 3 highlights the codes that describe the principles underlying service provision that were considered important. Again, the 2 countries had many similarities.
Code 1: Determine Key Issues and the Development of Quality Criteria. The importance of determining the key issues and best practice for service provision for older people was considered the first step in planning new services.
. . .I have a big question. What are the key issues affecting dental health for an aging population. . .? (UK C1283) • the Stroke Association (2)
• the Alzheimer's Society (1)
• a residential nursing
home (1) 6 participants
• a geriatrician with special responsibility for community care
• a consultant in dental public health
• a consultant in restorative dentistry with a special interest in gerodontics
• a dental commissioner, the chair of the local professional network
• academics interested in health services research for older people (2) • from care organizations (1) • from different trade unions (2) • related to insurance companies (1) • national insurance body (1) • related to the professional network (3)
10 participants
• gerodontologists (3)
• geriatrician (2) • dentists (2) • dental hygienists (2) • general practitioner (1) 9 participants
• elderly (2) • informal carers (2) • representative related to insurance company (1) • representative care organization (1)
• representative trade union (1)
• gerodontologist (1) • dental hygienist (1) Despite the existing Dutch guideline (OGOLI) in the Netherlands, participants in both countries, felt quality criteria were missing in the present oral health care system. Moreover, clinical measures to evaluate oral health conditions, indicators to evaluate the quality of oral health care provided, and treatment protocols and care-pathways were said to be absent for service provision for dependent older people in both countries. Code 2: Improve Access to Services. Access to oral health care services provided by dental care professionals was seen as a priority in both countries. Access was discussed in terms of physical access to the dental clinic (such as ground floors), Importance of prevention and maintenance in the future 4 Raising awareness in both the population and among health professionals 5
Importance of screening 6
Making better use of allied health professionals 7
Need for multidisciplinary approach/cooperation/joined-up care 8
Need to improve knowledge/education/training of oral health care professionals 9
Need to improve knowledge/education/training of other health care professionals access to domiciliary services, but also access in terms of costs and financial barriers to care. In both countries, the latter was a major concern.
A. Physical Access. Participants from both countries agreed that provision of dental care at home is an important consideration for dependent older people. For those who are homebound and not able to visit the dental practice, the dentist and dental hygienist could provide home visits. Some participants thought that curative treatments should take place in a dental practice, but screening and triage could take place in the home. However, problems and questions regarding the financial aspects of this scenario were expressed. Patients and carers both described how regular attendance at dental practices increasingly became a problem as their mobility deteriorated. . . . nowadays we have a mobile dentist . . . we have an organization of dental hygienist who do home visits. I think that is really good . . . (NL TS444) B. Financial Access. In the United Kingdom, it was argued that the patient's NHS fees should be reduced to promote access to services.
. . . can I also put under that heading affordability . . . because eye tests are free, hearing tests are free, why isn't the dental check-up free if you're over 60 . . .
(UK C163)
In the Netherlands, it was felt more important to include oral health care in basic health insurance policies for older people, which reflects the different service models in the 2 countries. In the United Kingdom, many stated that dental professionals should have incentives in the remuneration system to provide care for dependent older people. However, both countries agreed that health care professionals should be able to charge an extra fee to offset the time needed to see and manage dependent older people.
. . . dentists need to be reachable . . . And I mean, you have to look at it holistically . . . yes accessible. And two, attitude, so in some way, he needs to be able to charge two consults, or whatever . . . but he needs to be able to take the time to comfort someone, to talk with someone, and to show some interests . . . (NL C472)
Code 3: Importance of Prevention and Maintenance in the Future. Prevention was also considered important in both countries. It was mentioned that prevention in children should be key to prevent oral health problems in later life. Prevention was expressed as a broad term which included prevention provided by oral health care professionals and broader public health initiatives.
. . . good diet, good brushing, attention from (informal) carers and home care for daily oral care. Good instructions how they can brush someone else . . . (NL TS251)
Clinicians from the United Kingdom also stated that consideration should be made for training dental professionals to "plan for failure," i.e., to think more carefully about the consequences of current care provision, working on the basic premise that all restorations will fail at some point. In the Netherlands, participants argued for more innovation in dental technologies so that restorations (fillings) would last for longer periods of time. . . . the first point I put was raising awareness, so that we reduce the idea that disease is inevitable . . . (UK J905) Participants felt that this was important among the general public and broader health professionals, and information should be made available on the oral health needs of dependent older people. . . . get onto public health to do this, it's not a dentist problem, it's public health . . .
(UK U866)
In the United Kingdom, participants also felt that more use could be made of existing community networks to provide preventive information, sign-posting of services, and linking older people together.
. . . try to go to any community to give the information like you mentioned how important, how prevent this kind of event to spread the words in the community to all the people . . . (UK TS1743)
Code 5: Importance of Screening. It was stressed that more screening and triage systems should be made available to monitor the oral health of older people in the community. In both countries, the use of oral health screening as the first line of care was mentioned as a solution. Furthermore, screening was also seen as an important step in identifying problems early to prevent more (severe) oral health problems in the future and was argued to be more cost effective.
. . . how can we maintain a system of regular checks and advice? When people are unable to attend a clinic, there should be a service to come to the home, possibly through the GP . .
. (UK C1234)
. . . structural oral health care instead of only curing symptoms . . . so a regular screening . . . (NL TS300) Code 6: Making Better Use of Allied Health Professionals. Many from the United Kingdom thought that the better use of allied dental professionals, such as dental hygienists, could also offer a more affordable option. This type of approach uses different members of the dental team to provide oral health service provision.
. . . if I was seeing a dentist every 12 months, then I'd be happy to see the hygienist in the six month period in-between . . . (UK U1393)
. . . I would also like to have myself a dental hygienist cleaning my mouth frequently, so not twice a year but frequently . . . Because they are able to judge my self-care . . . (NL C249) Code 7: Need for Multidisciplinary Approach/Cooperation/Joined-Up Care. The idea that oral health care should be included as part of the system to maintain general health was also mentioned in both countries, given the perceived importance that oral health has on general health in this age group. The role of the general practitioner or general health care workers and practice managers to take a multidisciplinary approach was mentioned by most of the participants.
. . . I would like to have that more disciplines pay attention for the mouth, not only the dental professional. I also would like my doctor to know that the medicines will cause a dry mouth, so we need to pay extra attention . . . (NL TS136) Many participants also emphasized the need for joined-up care and involvement of non-dental professionals, such as caregivers and nurses, in detecting oral health problems. Many frail community dwelling older people were seen as being beyond the reach and focus of dental professionals, in contrast to district nurses and practice nurses. . . . in one of the early ones they were saying it'd be nice to have the dentist at the doctors . . . So it's all in one roof. Like you said, you're not going to the hospital in the morning then the GP in the afternoon. It's all in one isn't it . . . (UK S1283) Code 8: Need to Improve Knowledge/Education/Training of Oral Health Care Professionals. Questions were raised as to whether oral health professionals had sufficient knowledge to care for older people, particularly those that were becoming increasingly dependent.
. . . people who are going through dentistry college, university, do they spend like a placement with people with complex needs . . . (UK S1058) Some participants, especially participants in the specialists group, had the feeling that little attention was being given in the dental curriculum on how to manage the needs in this population group. In the Netherlands, it was also mentioned that only a few students in dental schools have any affinity with managing and treating the dependent older person.
The focus on elderly is nearly present among students in dental schools . . . And when they graduate they see that 80 percent of their clients are elderly . . . And then they scare . . . So that is the problem . . . even if they get a course in their education, the awareness that the focus needs to be on that is lacking . . . (NL TS226) Besides the need for more knowledge among oral health professionals about the problems in older people, it was also stated that there was a need for specialists in this field. Education in gerodontology for graduated dentists is already being offered in the Netherlands, but as highlighted above, only a small number of dentists appear to have any affinity in providing care for this group. Moreover, since 2015 there is also a differentiation for dental hygienists in the field of gerodontology. Equally, the United Kingdom offers no specialism for graduated dentists in this field, with the work generally undertaken by those specialists on prosthodontic or restorative specialist lists.
. . . some sort of specialism needs to be developed, because I just think dentists don't really want to deal with people . . . (UK C162)
Code 9: Need to Improve Knowledge/Education/Training of Other Health Care Professionals. All participants from the United Kingdom and the Netherlands recognize that a lot of non-dental health care professionals lack knowledge in oral health and oral health care.
. . . some carers in a hospital don't know the first thing about giving good care or helping somebody to maintain their own oral health care . .
. (UK S547)
This need for improvement of knowledge was linked with the ability of other health care professionals, such as nurses and general practitioners, to screen for oral health problems. For example, in the case of general practitioners, having more awareness and knowledge of poor oral health would enable them to be recognize, screen, and refer to dental specialists.
. . . the staff are trained and developed to a certain extent, not obviously in any great dentistry depths. But it could be a care assistant that picks up on a pain or an abscess or something else going on in the mouth that's not related to the teeth. So it's vast . . . (UK S294) Education and training for non-dental health care professionals, such as nurses, were also raised as being important. In the Netherlands, this was linked to the need to improve knowledge in geriatric medicine of oral health care and the potential links between oral and systemic diseases. 
Discussion
The aim of this study was to compare and contrast the views on the priorities for oral health care service provision for older people from a multi-stakeholder perspective in the United Kingdom and the Netherlands. The main findings in this study are similar to the priorities identified by Jones et al. in 2000, where major themes included the need to diagnose oral disease, provide preventive and restorative care, and preserve older peoples' nutritional status. 28 In addition, maintaining comfort (including the control of pain) and training and education were key priorities. 28 In the Netherlands, oral health care is not part of the basic health insurance for community dwelling elderly. Dental treatment is only covered when individuals have additional dental insurance or when they are cared for in LTC facilities. Despite full public coverage of dental care by dental care professionals when institutionalized in LTC facilities, high figures of dental complications are present, and the developed guideline for LTC (OGOLI) have been poorly implemented. 16 In contrast, basic NHS health care provision in the United Kingdom requires all adults (including older people) to pay a substantive contribution for any treatment they receive (with the state paying approximately 20% of the total costs). In both countries, providers of services have no financial incentives to adapt their approach to meet the needs of older people (e.g., home visits, longer appointment times). Moreover, specific quality criteria for service provision in both countries is lacking, meaning that significant room for improvement remains. To further discuss the results, we have used Maxwell's framework that describes the key domains of quality in health service provision. 27 Be Relevant, Responsive to Need, and Socially Acceptable
The importance of improving the oral health of older people has been recognized for some time. 29 Given the significant unmet dental treatment need among LTC residents 30, 31 and poor service provision, 19 there is a need to determine the key issues for older people and develop quality criteria and standards. This concurs with earlier research, which found that oral service provision for older people has the lowest number of quality measures (28%). 32 A lack of quality criteria and quality outcome measures can hamper the evaluation of oral health service provision, the development of effective interventions, and the creation of good models of clinical practice. 32 Findings from this study highlight the need to focus on ensuring older people are pain free, able to function, while maintaining their dignity, self-respect, and ability to communicate across their social networks. These findings are supported by Tsakos et al. 33 
Be Accessible and Effective
Older adults are disadvantaged with respect to access to care, 34 and many health care systems are unprepared to meet the future needs of older people. 35 Utilization rates for oral health service provision in this group remain lower than for younger adults. Among older people, identified barriers to care include fear, lack of perceived need, costs, and inadequate transportation, particularly among low-income groups. 36 Within LTC, numerous problems mitigate against routine service provision, including lack of perception of a problems by residents, 37 residents' inability to articulate need, 38 lack of prioritization, limitations of care home staff, and lack of interest from dental professionals. 39 In the Netherlands, research highlights the inadequate implementation of the OGOLI. 16 Changes in the dental contract in 2006 in the United Kingdom have dis-incentivized domiciliary provision in residential care. Income-related inequality in oral health and oral health service utilization are also common. 33, 40, 41 The greater role of the general practitioner and the need for a more holistic approach to care have been advocated before 42, 43 and were articulated again in this study. In addition, a more flexible approach to the provision of care was suggested, where all members of the oral health care team are involved in the provision of both active prevention (including screening) and treatment. However, best practices in prevention and oral health care provision in care dependent older people seem to be unequivocal.
A lack of evidence in the oral health prevention and treatments of older people is an issue which causes an enormous variation in service provision for older people; professionals lack evidence-based interventions to provide effective care for dependent older people. 44 Therefore, extrapolating costs and effects is difficult. The participants in this study also stressed the importance of improving knowledge among health care professionals. This is included in OGOLI; it is argued that when caregivers receive practical and theoretical information about oral health care, this will improve the oral health in those that they care for. 15, [45] [46] [47] In a 6-month study examining the impact of implementing OGOLI in Belgium, the supervised implementation of an oral health care protocol significantly increased the knowledge of nurses and nurses' aides. 48 In the Netherlands, OGOLI was shown to be effective at reducing mean plaque scores at 6 months, although the multilevel mixed-model analysis could not exclusively explain the reduction of mean dental plaque scores by the intervention. Komulainen et al. 49 found no statistically significant difference between intervention and control groups in a randomized 2-year-long study examining the effectiveness of an oral health care intervention, consisting of individual tailored instructions for oral hygiene; relief of dry mouth symptoms; decrease of sugar-use frequency; use of fluoride, xylitol, or antimicrobial products; and professional tooth cleaning. Although, in a LTC setting, mucosal-plaque scores after one year were found to have been reduced by a care support workers educational program. 50 Given this heterogeneity, the need for well-conducted trials and systematic reviews of both individual preventive interventions and the organization of care are warranted.
One available systematic review showed that it was not possible to unequivocally recommend strategies or combinations of strategies for improving oral health care in the older people residing in LTC. 51 When choosing strategies to improve oral health care in LTC, care professionals should thoroughly examine the setting and target group, identify barriers to change, and tailor their implementation strategies to these barriers for oral health care.
Be Efficient and Equitable
The availability of oral health services, their organization, and price subsidy have all been identified as important factors influencing access to oral health care among older people in different European countries. 35 This was again underlined by the participants in this study. However, very few studies have examined the efficiency of oral health care service provision, 21 let alone service provision for older people. In one of the few studies published, Linna et al. 52 found substantial variation in the efficiency of Finnish health centers and capacity that could be used for improving the oral health services for older people, although the theoretical savings models were too small to guarantee full coverage for all age groups. Clear and consistent inequalities by income in service utilization exist among older adults in Europe. 40, 41 Higher income groups have higher levels of access to oral health care in national samples in 14 European countries. The need to take a "meta-view" of current service provision is now well overdue to ensure the "the right number of people with the right skills are in the right place at the right time to provide the right services to the right people." 49 Research should concentrate on exploring the tensions between professionally defined needs, perceived needs, expressed demand and "realistic need," 35, 53 the level of service and type of health technology that is appropriate for older people, and how the productivity of the health workforce can deliver this service and technology most efficiently.
Limitations and Strengths
To our knowledge, this is the first study that has provided insight into the perceived needs for oral health service provision across 2 European countries from a multi-stakeholder perspective. Since many stakeholders participated in the study, saturation was reached on multiple levels in the health care system (micro-, meso-, macro-level).
Although the teams were unable to recruit care dependent older people to the study, one of the groups included carers of service users. While this was a practical solution, it does mean that the views of dependent older people were inferred. More in-depth information on the perspectives of dependent older people in the Netherlands was captured in an extended study conducted by Everaars et al.
We followed the same research methods in the United Kingdom as in the Netherlands; however, because different researchers were involved the research project, slight differences in focus group facilitation may also have occurred. To learn from each other, both research teams visited each other during the first and last focus group sessions. To increase reliability of the results, both authors (BE and PB) individually coded and analyzed the data. Thereafter, consensus was reached about the presented coding frame.
Conclusion
Overall, the results of the focus group sessions in both countries expressed similarities in the perceived needs of service provision. A lack of evidencebased interventions and quality criteria for older people hampers the ability to make explicit recommendations. More research on different facets of quality in service provision is advocated, based on the premise that maintenance of good oral health is important for older people. However, a lack of evidence remains on the effects and costs of prevention. Lessons learned from the development and implementation of the OGOLI in the Netherlands could be useful for commissioners or services in the United Kingdom. Introducing a multidisciplinary approach and improving the awareness and knowledge of dental and other health care professionals would be essential in optimizing the oral health of older people in both countries. Because oral health is related to general health, physicians could have an important role in maintaining adequate oral health too. However, many physicians are not aware of the negative impact of poor oral health on general health. Oral health for older people should gain a more important place in the education of both oral health and general health care professionals.
Policymakers should be made aware of the threats of poor oral health and the impact this can have for the general health and well-being of older people, such as malnutrition. The remuneration system should be better aligned to ensure services meet older people's needs: allowing longer appointment times, home visits, and regular professional cleaning of the mouth. In the Netherlands, the oral health care of all dependent older people should be provided within the public sector and covered by the basic health insurance.
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